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LARYNGEAL TUBERCULOSIS, DEDUCTIONS FROM STUDY OF 
400 CASES IN STONYWALD AND TUCSON, 
ARIZONA SANATORIUMS. 


By ED. W. HAYES, M. D., Tucson, Arizona. 


Real at the 30th Annual Session of the Arizona State Medical Association at 
Tucson, Arizona, April 15-16, 1921. 


It is within the past few years 
that laryngeal tuberculosis has be- 
gun to be more generally recognized 
as a disease in which good results 
may be obtained. The misconception 
regarding this condition was the re- 
sult of several different factors, 
foremost among which may be men- 
tioned the general lack of knowledge 
of tuberculosis; the failure to look 
for and recognize the early lesions 
of the larynx; and finally, when 
such lesions were recognized, fail- 
ure to sufficiently impress the pa- 
tient with its seriousness so that 


the physician in charge was able 
to carry out the rigid control and 
supervision necessary. 

The proportion of tuberculous pa- 
tients who develop a laryngeal com- 
plication is a question that still ad- 
mits of considerable variation of 
opinion. Different students of the 
subject estimate its occurence in 
from twenty to ninety per cent of 
all pulmonary cases. Dr. Baldwin 
of Saranac Lake reports that he 
found an involvement of the larynx 
in from sixteen to forty per cent 
of his cases. Van Ruck reported 
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fifty-eight per cent. Lockard in his 
book on “Tuberculosis of the Nose 
and Throat” gives the average of 
fourteen reports from different 
parts of the world as thirty-four and 
five tenths per cent. Mullen of Col- 
orado Springs in a recent article in 
the American Medical Journal states 
that statistics vary all the way from 
five to eighty-five per cent. He 
adds that he believes the latter fig- 
ure to be more nearly correct and 
that the discrepency exists because 
of the indifference of most sanitoria 
toward proper laryngeal examina- 
tions, and that in the end the diag- 
nosis depends upon the skilled eye 
of the diagnostician. Personally, I 
feel that it is safe to say that from 
forty to fifty per cent of all pulmon- 
ary cases have a laryngeal involve- 
ment of a more or less extent. The 
disease occurs nearly three times 
.as frequently in men as in women. 
The explanation of this is based on 
the ground that thru smoking, in- 
halation of dust and occupations in 
crowded and ill-ventilated places, the 
male larynx is subject to more strain 
and irritation. Lent, reporting two 
hundred and fifty cases of pulmon- 
ary tuberculosis in women, found the 
incidence of laryngeal tuberculosis 
to be eighteen per cent. Laryngeal 
involvment occurs most frequently 
between the ages of twenty and 
forty. It does occur, more rarely 
however, in very young children and 
in those of advanced years. 


The chief etiological factors, as 
already intimated, are irritation, 
and strain of the larynx and lowered 
general resistance. There are three 
sources by which the bacilli may 


reach the seat of the lesion. These 
are through the blood, the lymph 
and the sputum. The two former— 
that is the blood and lymph are now 
conceded to be the more frequent 
avenues of infection. These give rise 
to the deeper infiltration in the sub- 
mucosa. The development of these 
deeper infiltrates, by exerting pres- 
sure on the superficial layers causes 
them to break down and ulcerate. 
These ulcers have characteristic 
bases covered by ragged granula- 
tions. Infection thru the sputum, 
when it does occur, is found most 
frequently in advanced cases with 
abundant expectoration. In these 
cases the lesion is more superficial, 
consisting of miliary tubercles 
which, as development proceeds, be- 
come confluent and form the super- 
ficial ulcer without the ragged gran- 
ulated base. 


The question of primary tubercu- 
losis of the larynx is one that has 
met with a great deal of discussion 
and difference of opinion. The ma- 
jority of men who have made a care- 
ful study of the problem say that it 
does not exist or that if it does it is 
very rare. Dr. Baldwin says there 
is one primary case on record. Lock- 
ard questions the existence of any 
primary case. He says that normal 
lungs does not mean that the lesion 
in the larynx is primary, but that 
before we can say that any given 
case is primary we must exclude the 
bacillus from the ofher parts of the 
body, especially the tonsils and the 
lymphatics. 


Dr. Dworetzky of Otisville, New 
York, has classified the lesions of 
the larynx into the acute, sub-acute 
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and the chronic. He describes these 
various forms in part as follows: 


“The Acute Type is the least fre- 
quent and is characterized by soft ede- 
ma with a marked tendency to ul- 
ceration. It may begin acutely or 
follow the sub-acute or chronic type. 
lt may occur at any stage of the 
pulmonary lesion, but usually in the 
advanced cases. If the patient is in 
good general condition it may run 
its course; become sub-acute and 
occasionally arrested, but in general 
it does not yield to treatment.” 


“The Sub-Acute Type is character- 
ized by a pseudoedema of the part 
or parts of the larynx, with a 
moderate tendency to fibrosis. It 
usually begins as such but it may fol- 
low the acute or the chronic type. 
It runs a sub-acute course usually 
benefitted by treatment, depending, 
of course, upon the general condi- 
tion of the patient.” 


“The Chronic Type is character- 
ized by a firm infiltration of the 
part or parts of the larynx, with a 
marked tendency to fibrosis. The 
lesion is due to an excessive proli- 
feration of the connective tissue 
cells, is usually limited in extent and 
may remain so for an _ indefinite 
period, with proper attention. The 
prognosis for life and voice is good. 
This condition in the larynx usually 
remains secondary to the lung con- 
dition.” 


This classification serves as a very 
satisfactory guide in handling the 
different cases. Pathologically the 
active lesions of the larynx are des- 
cribed in the majority of text-books 
as consisting primarily of local ane- 


mia which is followed by congestion. 
The congestion is followed by the in- 
filtrate and finally the ulcer oc- 
curs on the site of the original ane- 
mia. I think it is relatively rare 
that we see the primary anemia and 
that a slight congestion is more of- 
ten the initial lesion. 


The disease may be overcome at 
any stage and when these later 
stages are present they are either 
evidence of a rapid development, 
late recognition or a failure in the 
treatment if any has been instituted. 


The early subjective symptoms of 
laryngeal tuberculosis are usually a 
slight tickling or feeling of fullness 
in the throat, tendency to horseness, 
voice changes or voice fatigue, per- 
haps a temporary loss of voice and 
a frequent clearing of the throat. 
Later there is increased secretion, 
increased fever, pain in the larynx, 
pain in the ear, dysphagia and final- 
ly dyspnea. 


Early subjective symptoms are im- 
portant and often serve to call our 
attention not only to the possibility 
of a lesion in the larynx but they 
are often the first suggestion of a 
pulmonary lesion. Yet in this con- 
nection we must remember that 
many cases of fairly well advanced 
laryngeal tuberculosis exist without 
any apparent subjective symptoms. 
One writer, after studying a large 
number of cases, reported that 
thirty-five and four-tenths per cent 
of the early cases had no subjective 
symptoms. 


With ulceration of the epiglottis 
a marked swelling or ulceration of 
the posterior commissure, of the 
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arytenoids or of the aryteno-epiglot- 
tic folds, there generally appears in- 
creased secretion, fever, severe pain, 
and varying degrees of dysphagia. 
Dyspnoea occurs either as a result 
of a marked swelling especially of 
the aryteno epiglottic folds, or ven- 
tricular bands or as a result of 
laryngeal stenosis. 


A short time ago a patient enter- 
ed our sanitarium, having been sent 
in with a supposedly severe asthma 
complicating tuberculosis. On obser- 
vation the dyspnoea was practically 
as marked on inspiration as on ex- 
piration. On examination the 
larynx showed extreme stenosis of 
a spasmodic type which was located 
just under the surface of the true 
cords. 


The prognosis of laryngeal tuber- 
culosis has changed markedly in the 
past few years. Unless complicating 
a hopeless lung condition, under 
treatment, the tendency of all early 
cases is to become clinically well. A 
few years ago the average length 
of time allotted to a case of tubercu- 
lous laryngitis to live was from two 
to eight months. Today, I think the 
average is more nearly ten years. 
During the twelve months I spent at 
Stonywald Sanitorium we had an 
average of about one hundred wo- 
men patients who were practically 
all classified as early lung cases. 
About twenty per cent of these had 


throat lesions, ranging from slight. 


congestion to moderate ulceration. 
It was my duty to examine and 
treat these larynges. This I did 
about three times a week under the 
supervision of Dr. Lent, the Medical 
Director, and I do not recall a sin- 


gle case that did not show a marked 
improvement—the majority becom- 
ing clinically well. 


With the appearance of the late 
symptoms and signs, since these are 
most always associated with ad- 
vanced lung conditions, the outlook 
is very grave, but some of these 
cases will make a remarkable im- 
provement. 


Inasmuch as about one-third of 
our early larnygeal cases show no 
symptoms, the diagnosis of tubercu- 
losis of the larynx depends upon 
a laryngeal examination as well as 
a familiarity with a normal larynx, 
and its various diseased conditions. 
In a well established lung case usu- 
ally the diagnosis is relatively easy, 
but even then we find a number of 
border line cases which must be 
studied and observed for a consider- 
able time before a definite diagnosis 
can be made. Again even in well 
established lung cases, occasionally 
the larynx will show marked evi- 
dence of disease due to something 
other than tuberculosis or with some 
other condition complicating tuber- 
culosis. 


As a rule tuberculosis of the 
larynx does not involve various parts 
of the structure uniformly. In most 
cases it is unilateral or mostly so. 
About two-thirds of the cases show 
the most extensive involvment on the 
side of the most extensive lung in- 
volvement. 


While reports differ to a slight 
extent, the areas involved in order 
of frequency usually are posterior 
commissure, the vocal cords, aryte- 
noid cartilages, ventricular bands, 
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aryteno-epiglottic folds, epiglottis 
and sub-glottic space. In other 
words, the frequency of involvement 
of the various parts is in most in- 
stances directly proportional to their 
exposure to irritation and functional 
activity. 


We must differentiate from ca- 
tarrhal laryngitis, syphilis, malig- 
nant and benign growths. Simple 
catarrhal laryngitis occurs in a 
large per cent of tuberculous pa- 
tients. It is generally bilateral and 
uniform in distribution while early 
tuberculous laryngitis usually shows 
an involvement of some Jocal struct- 
ure such as one vocal cord, one ven- 
tricular band or the posterior com- 
missure. 


Syphilis and tuberculosis may be 
present at the same time. Here the 
Wassermann is not absolutely reli- 
able. A few of these cases will show 
a negative Wassermann and a few 
of the cases where tuberculosis ex- 
ists alone will show varying degrees 
of a positive Wassermann. In doubt- 
ful cases we must then resort to the 
therapeutic test. The differentiation 
from new growth is made from a 
microscopic study of an excised sec- 
tion. 


In considering the treatment of 
laryngeal tuberculosis it should be 
understood that the occurrence of 
this condition is an evidence of a 


general lowered resistance and 
makes the outlook as a whole more 
grave. It should also be understood 
that the primary focus, whether it 
be in the lungs or elsewhere, should 
receive all the advantages of the 
modern method of treatment. The 


actual treatment of the laryngeal 
lesion is both preventative and cura- 
tive. The first step in prophylaxis 
is careful and frequent examination 
of the larynx in all cases of tubercu- 
losis. The other principal points in 
prevention were brought out by Dr. 
Watson in our own State Medical 
Journal in 1916—and are first, con- 
trol of the cough as far as possible; 
second, restraint from all excessive 
use of the voice; third, avoidance of 
smoking and inhalation of all irri- 
tants as far as possible; fourth, the 
correction of any local pathological 
conditions in the nose, pharynx and 
naso-pharynx; fifth, keeping the 
larynx clean. 


The curative treatment will de- 
pend upon the stage. The acute and 
sub-acute cases require careful and 
regular attention. The chronic may 
be handled by explaining to the pa- 
tient his condition and keeping him 
under periodic observation, while the 
use of an oil spray will perhaps be 
all the local treatment necessary. 


I feel that the first essential in the 
curative treatment of any long 
drawn out disease is to endeavor to 
get the patient in the right mental 
attitude. If you succeed in this the 
second point is to endeavor to so 
conduct yourself and your treatment 
as to keep him in that mental at- 
titude. Rest in the treatment of 
tuberculosis means mental as well 
as physical rest. We realize that 
during the active stage jof pul- 
monary tuberculosis rest in all its 
phases is the one thing which our 
patients cannot overdo. As import- 
ant as is rest in the treatment of 
pulmonary lesions, I feel that in the 
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treatment of laryngeal lesions, es- 
pecially of the intrinsic type, that 
rest is twice as important if we 
can conceive such a possibility. 


In the treatment of the active 
tuberculous lesions of the larynx the 
control of the use of the voice is 
perhaps seventy-five per cent of the 
essential treatment. The reason 
why so many of our laryngeal cases 
do not get better results is perhaps 
due to the fact that while they may 
be willing to faithfully take cure 
for their lung lesion they are not 
willing to do the same for their 
throat lesion. The taking of the 
cure for tuberculosis is essentially 
the learning of a new set of habits, 
mental and physical. The learning 


of these habits necessary in lung 
lesions, while by no means an easy 
task, is apparently much easier than 


is the case in laryngeal tuberculosis. 
So many patients seem unwilling 
to refrain from the use of the voice. 
Others thru forgetfulness or care- 
lessness find it a very’ hard 
habit to acquire. The influence of 
environment is a big factor. The 
patient for whom it is necessary to 
be “on silence” when surrounded by 
other people, whether healthy friends 
or fellow patients, who are talking 
at will, find it an extreme effort 
not to use their voices. The result 
is that most of these patients, some- 
time during the day, will use their 
voices enough to keep active the in- 
flammatory condition in the throat 
regardless of what other measures 
of treatment may be carried out. 


The closer and more often we can 
be in contact with our tuberculous 
patients the more successful can we 


exert that control necessary in most 
cases. This is especially true in 
throat lesions. In the care of laryn- 
geal tuberculosis the ideal condition 
would be where we could have all 
our patients under one roof or on 
the same curing pavilion. Under 
this condition the patients could be 
examined and, if necessary, treated 
daily or at least every other day. 
This would give the physician an op- 
portunity not only to watch the ef- 
fect of the treatment, but by his 
frequent examinations, to exert a 
powerful influence by reassurance 
in the keeping up the efforts and 
courage of the patients. Under these 
conditions the patients by their mu- 
tual sympathy and moral support 
would also be a great help to each 
other. 


Dettweiler, thru his firm belief 
that tuberculous patients could con- 
trol or at least suppress the cough 
for the most part if properly in- 
structed and impressed gave prizes 
to the ones who coughed the least. 
In the handling of laryngeal tubercu- 
losis where we could have our cases 
grouped it might be a good idea to 
offer a similar inducement to keep 
the order of silence. The amount 
of restraint to put upon the use of 
the voice must be decided for each 
individual case. In the absence of 
deep infiltration or ulceration, or 
where arytenoids, cords and other 
parts that are under particular 
strain during the phonation, are not 
involved, the patient may be allowed 
to whisper or use the spoken voice 
to a limited extent. When phonation 
is permitted its effect must be care- 
fully watched by frequent observa- 
tion of the larynx. When put on 
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whisper its effect must also be care- 
fully watched and at the same time 
the patient must be instructed how 
to whisper. He should use the whis- 
pered voice only when absolutely 
necessary and then with as little ef- 
fort as posible. 


In the carrying out of the local 
treatment the throat should be kept 
clean. This can be accomplished by 
the use of alkaline sprays, the ad- 
ministration of which may be left 
to the patient. The cough should be 
restrained as far as possible as it is 
very irritating to the inflamed 
larynx. For this purpose various oils 
containing menthol, camphor, win- 
tergreen or the oil of pine needles 
are useful. These oils may be used 
in the vaporizer, intra-tracheal drop- 
pers or by direct intra-tracheal in- 


jections. Sluggish lesions, especially 
ulcers, may be stimplated to heal 
by the direct application of formalin, 
lactic acid or argyrol. 


In the more severe cases the irri- 
tation or pain may be greatly re- 
lieved by insufflation of powders. 
The most useful of these are ortho- 
form and anasthesin. Ten per cent 
of morphine in bismuth may also 
be used. Cocain should be reserved 
to the last because of its depressing 
effect on the patient. 


I have had very little experience 
in the application of surgery in 
these conditions. I believe it has a 
very limited but very useful field. 
I think in the past it has been over- 
done. The electric needle is use- 
ful in stimulating or removing of in- 
dolent areas. In moderately early 
cases of ulecration of the epiglottis, 


where the ulcer is located on the 
free edge and progresses in spite 
of treatment, complete removal of 
the eplglottis has given very satis- 
factory results. In the advanced 
cases, marked by severe pain and 
disphagia, the injection of a few 
drops of alcohol into the superior 
laryngeal nerve gives marked relief. 


In cases where the lung condition 
is quiescent the use of the X-Ray 
and tuberculin to stimulate the heal- 
ing is favorably recommended by 
some. The use of sunlight, by its 
direct reflection upon the diseased 
areas by means of the Verba in- 
strument, seems to have especial 
beneficial results. While we have 
used this method in our institution 
to some extent we have not had 
enough experience to form definite 
opinions. Dr. Mills and Dr. For- 
ster of the American Review of 
Tuberculosis, 1919, however, report 
very favorable results from its use 
in a small number of cases at Colo- 
rado Springs. 


In the more severe cases of dys- 
phagia the taking of food may be 
aided by the application of the an- 
aesthetic powders already mentioned. 
In these cases the ingestion of fluid 
is usually more difficult than that of 
solids or semi-solids. Fluids can 
sometimes be taken in these cases by 
having the patient hang the head 
over the edge of the bed, face down, 
and drink thru a tube or straw. 
Fluids may also be given thru a male 
catheter size eight or ten which is 
well oiled and pushed through the 
nose down into the throat. As a rule 
bland unirritating foods such as 
puddings, junket and porridge are 
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taken with the least difficulty. 

In the handling of these condi- 
tions it is well to remember that all 
treatment may be overdone as well 
as underdone and that whatever we 
do we must be guided by a careful 
observation of results. 

In conclusion, I believe, first, that 
the occurrence of laryngeal tubercu- 
losis is much more common than is 
ordinarily supposed. Second, that 
there is a very definite line of treat- 
ment for this condition, and that 
when this treatment is carried out 
it is relatively very effective, natu- 
rally much more so in the earlier 
cases, but good results may be ob- 
tained in a surprisingly large pro- 
portion of the more advanced cases. 
Third, I believe that because of the 


influence of environment and the 
opportunity offered for detailed su- 
pervision and control of cases in 
sanitoria that institutional care for 
our laryngeal patients is very im- 
portant. Finally, I would like to 
make a plea for the use of the laryn- 
goscope in the routine examination 
of all patients regardless of their 
complaint. By such use of the laryn- 
goscope, the jgeneral practitioner, 
after a little practice, will not only 
descover the majority of our cases 
of laryngeal tuberculosis is in the 
early stage but will also in no small 
number of patients have tuberculosis 
which is concealed somewhere else 
in the body suggested to him for the 
first time in the reflection in his 
mirror. 





RABIES, A. WESTERN DISEASE AND REPORT OF CASES. 





By NELSON BRAYTON, M. D., Miami, Arizona. 





Read at the 30th Annual Session of the Arizona State Medical Association, at 
Tucson, Arizona, April 15-16, 1921. 


Rabies is an acute, specific, infec- 
tious disease to which all mammalia 
are liable. Perpetuated in the vast 
majority of cases by the homely, do- 
mestic dog, it may be spread by the 
cat, skunk, coyote, wolf, fox, lion, 
deer, cow, sheep, of by birds. It 
is characterized by a long period of 
incubation, by exaggerated, reflex 
excitability, by disorder of the intel- 
lectual, emotional, and other nervous 
centers; by extreme irritability of 
temper; by optical and other delu- 
sions; by spasms of the muscles of 
the eye-balls and throat; by paraly- 
sis; and by more or less fever. The 
disease runs a short and, alas, with- 


out exception, fatal course. 


Historically, it is an old world dis- 
ease and has been recognized from 
ancient times. Homer describes it 
in the Iliad, Artistole mentions it 
in the Fourth Century B. C., and 
from that time onward it has been 
the subject of repeated notice in 
literature, scientific descriptions, and 
the daily press. Its first appearance 
in the new world was heralded in the 
eighteenth century, and now no land, 
no island, no strip of territory, no 
zone, tropic, temperate, or arctic, 
how-so-ever far removed is free from 
it. Man, with his love of canine 
worship, has, in the main, been res- 
ponsible for its perpetuation, but as 
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will be shown later in this paper, the 
dog is not the only disseminator of 
the disease. 


Etiology —Seasonal prevalence — 
Popular fallacies. 


Scientifically, we know of but one 
cause of rabies, namely, infection. 
Many conditions are believed to fa- 
vor its extension, and the laity be- 
lieve in its spontaneous eruption. Let 
us analyze these conditions. 


Popular opinion refers rabies to 
extreme heats of summer — dog 
days — or August’s sweltering heat, 
and each year municipalities order 
dogs muzzled or otherwise confined 
during dog days, though left at lib- 
erty throughout the rest of the year. 
The following statistics will be in- 
teresting, and are taken from French 
reports in Paris: 


Winter — Dec., Jan., Feb., rabid 
dogs examined, 755, — rabid hu- 
mans, 17. 


Spring — Mch., April, May, rabid 
dogs examined, 857, — rabid hu- 
mans, 25. 


Summer — June, July, Aug., ra- 
bid dogs examined, 788, — rabid hu- 
mans, 42. 


Autumn — Sept. Oct., Nov., rabid 
dogs examined, 696, — rabid hu- 
mans, 13, 


Thus proving that the rabid source 
of infection (canine) is almost con- 
stant and the rabid result of infec- 
tion, (human rabies) rises in sum- 
mer. What is the reason of this 
discrepancy? Is it not easily ex- 
plainable by the fact that the human 
race wears less and lighter clothes 


in summer than in winter? There- 
fore, in the bites of rabid animals 
the possibility of injection of the ra- 
bid saliva, or infecting agent is more 
opportune and infection more readily 
occurs. What is the lesson of these 
statistics? It is this — all city or- 
dinances, to be really effective, must 
include all months of the year in 
their muzzling requirements. These 
statistics demonstrate this necessity. 
In the Miami-Globe district, which 
is at present a rabid, infected dis- 
trict, dogs heads, which have been 
examined in the laboratory, have 
shown the presence of rabies in win- 
ter as well as in summer. 


Popular prejudice accords to the 
dog the privilege of rabies as a 
result of thirst, hunger, decayed 
food, and heat. These are mentioned 
only as comment of the laity, which 
must be explained away to the undis- 
cerning and uneducated mind. 


Mode of tranmission:—The conta- 
gion of rabies is usually resident only 
in the saliva, consequently the dis- 
ease is transmitted almost entirely 
thru the bite of the infected ani- 
mal. Infection of an open pre-ex- 
isting wound thru contact with in- 
fected saliva is possible, and an indi- 
vidual so exposed should be treated 
as if bitten. This is especially im- 
portant to physicians, as in the later 
stages of the home treatment, the 
virus of Pasteur’s anti-rabic treat- 
ment is potent and infectious. 


HISTOLOGY — BACTERIOLOGY, 
PATHOLOGY : 

Pasteur, immortal Frenchman and 

father of bacteriology, first demon- 

strated the infectiousness of rabies. 
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He demonstrated it as a disease with 
nerve, spinal and cerebral pathology, 
and then transplanted brain matter 
of rabid animals to others who were 
non-rabid and reproduced the disease, 
Negri later discovered a protozoal 
organisiim in the brain and spinal 
cord, which were termed the “Negri 
bodies.” Noguchi of the Rockefeller 
Institute has perfected this discov- 
ery, has isolated and grown the 
Negri body on culture media outside 
the animal and today -we base our 
laboratory findings and diagnosis on 
the discovery of this parasite. 


Negri bodies are nucleated cells 
which easily stain red. They multi- 
ply by budding and fission, which 
can be observed. They are also easily 
stained by Giemsa’s method. Like 
malaria they are protozoa. Their 
discovery is pathognomonic; it 
means the animal has rabies, it pro- 
vides the positive proof, it paves the 
way for the clinician to advise the 
only treatment of rabies, the Pasteur 
treatment. 


For not alone did Pasteur discover 
the infectious nature of rabies. Gen- 
ius such as his should go further, so 
he discovered the cure. Attenuation 
of virulent dosage and repeated in- 
oculations—the old, old story of in- 
duced intensive immunity and a 
cure is complete. 


Prior to 1910 rabies had never 
been reported west of the Rocky 
Mountains. California reported its 
first case in 1910. 


Its spread was rapid. Dissemina- 
ted by the predatory animals, its 
carnage in the domesticated animals 
and on the range was absolute. State 


Pasteur Institutes were established 
in Berkeley, California and Reno, 
Nevada. Over 1500 people accepted 
treatment from these laboratories. 


In Nevada in 1915, over $500,000 
worth of cattle were destroyed by 
rabies, some ranches losing over 
four hundred head. 


In December, 1916, representatives 
of the Boards of Health of Califor- 
nia, Oregon and Nevada, the United 
States Forest Service, the Govern- 
or of Nevada and the U. S. Biologi- 
cal Survey and prominent cattlemen 
met in San Francisco to discuss 
plans to stamp out rabies in the 
ranges of the Pacific States. The 
matter was placed in charge of the 
Bureau of the Biological Survey. 
Through trappings, hunting and 
wholesale poisionings the disease 
has been minimized but is still spor- 
adically present. 

The expense has been enormous. 
In 1917 the government spent over 
$300,000 in the destruction of pre- 
datory animals in their campaign 
against rabies. Over five hundred 
hunters have been employed. The 
excellent results however have justi- 
fied these expenditures. 


DIAGNOSIS AND SYMPTOMS OF 
RABIES IN MAN: 

The history of the case will de- 
velop that the individual has been 
bitten by an animal, usually a male 
dog, six or eight weeks previously. 
Cauterization of the wound, although 
performed, would be no barrier to a 
virulent infection. Once the symto- 
matology of the disease asserts itself 
there is no remedy, there can be no 
cure. Consequently the importance 
of the early diagnosis of the infec- 
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tion. Should the dog be killed? The 
United States Government says 
“No.” Tie up the dog, if he lives 
ten days there will be no hydropho- 
bia, there can be no rabies. If he 
dies before that time, it is sympto- 
matic of hydrophobia and the bitten 
individual must submit to Pasteur 
treatment. Under ordinary circum- 
stances this treatment can generally 
be successfully given even if forty 
days have elapsed since the infection, 
but it is useless once the symptoms 
of hydrophobia have asserted them- 
selves. 


Should the dog have been killed, as 
frequently happens, his head should 
be immediately removed and sent to 
a laboratory for examination for 
Negri bodies. If these findings are 
positive, give the Pasteur treatment 
at once. 

THE PASTEUR TREATMENT. 

To within recent years it was 
necessary that the patient remove 
himself to some distant city in order 
that he receive this treatment. The 
genius of modern medicine has over- 
come this expensive procedure and 
recognized biological houses now fur- 
nish this treatment so that it may 
be given in any home in the land. 
The treatment consists in the inject- 
ion of virus of decreasing degrees 
of attenuation. By commencing with 
virus that has been so attenuated that 
it is itself incapable of producing 
disease, an immunizing response on 
the part of the patient is evoked 
which allows the safe injection of 
virus of greater potency, which in 
turn stimulates the production of 
greater immunity. Progressive use 
of this virulent material is continued 
until the individual receives virus 


which is attenuated but very slightly. 
This vaccine is prepared by one of 
the large biological houses of the 
Pacific Coast as follows: 


An inoculation of 2/10 of a CC. 
of a suspension of fixed virus and 
salt solution is made sub-durally in- 
to a healthy normal rabbit. The 
opening in the skin and skull is 
covered with a collodian dressing. 
The animal is placed in a cage dur- 
ing the period of incubation and 
fed for five or six days. With the 
symptoms of paralysis appearing 
does not require further feeding. As 
the paralysis progresses the animal 
becomes almost totally paralyzed and 
is chlorformed about two hours be- 
fore death. 


The brain and cord are then re- 
moved and hung over sticks of potas- 
sium ‘hydrate and at a temperature 
of 22 degrees C. for periods of time 
ranging from one to six days. This 
drying affects the attenuation which 
is directly proportionate to the 
length of the drying period. The 
cords are cut into sections, each of 
which contains the proper dose. 
These are kept in glycerine at zero 
C. temperature, and for human use 
each day’s dose is ground in glycer- 
ine and salt solution, and forwarded 
by daily shipment, by special deliv- 
ery mail, in thermos bottle contain- 
ers. 


My personal experience with ra- 
bies is confined to a history of six 
cases. All died the same horrible 
death of hydrophobia. Two of these 
cases occurred in Miami, Arizona. 
The primary systemic symptoms of 
apprehension, restlessness, and an- 
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aiety in the disease being followed 
by pharyngeal spasm, by labored 
respiration and snapping, spitting 
and terminal cardiac failure. 


In the Globe-Miami district rabies 
have been endemic for the last three 
years. Two deaths of humans have 
occurred, both children, and both 
were bitten by the same dog. Numer- 
ous inoculations of others have oc- 
curred and many Pasteur treatments 
have been given by local physicians 
without untoward effect. With one 
exception, all humans who have tak- 
en the treatment have been bitten by 
dogs. This exception being a man 
who was bitten by a skunk, and who 
afterwards took the Pasteur treat- 
ment in El] Paso. 


PLACES OF TREATMENT: 


Pasteur treatment at institute 
may be received by a _ patient 
in El Paso, Los Angeles or 
San Franciscoa. Only two labora- 
tories west of Denver make and 
forward treatment, the Cutter 
Laboratories of Berkeley, and the 


State Hygenic Laboratory of the 
same place. The treatment is also 
furnished by Eli Lilly and Company 
of Indianapolis and several other 
Bastern firms. It is forwarded im- 
mediately upon telephonic or telegra- 
phic request. 


Conclusions: 


1. Rabies in the United States 
is a Western disease widely dis- 
seminated in predatory animals. 


2. There is endemic focus in Ari- 
zona in the Globe-Miami district. 


8. Treatment should be directed 
toward preventive measures; this 
includes primarily efficient local 
municipal regulations regarding 
muzzling dogs, and secondly, prompt 
diagnosis of the inoculating animal; 
thirdly, the use of Pasteur anti-ra- 
bic treatment. 


4. Cauterization is ineffectual in 
preventing the disease. 


5. Pasteur treatment, inexpensive 
and now available at any home, 
is the only posible effective thereby. 





ECTOPIC PREGNANCY. 


By DR. E. J. GUNGLE, Casa Grande, Ariz. 


Read at the 30th Session of the Arizona State Medical Association, 
Tucson, Arizona, April 15-16, 1921. 


A pregnancy outside of the uterus, 
most generally one of early develop- 
ment in the tube, includes those 
rarer forms of ovarian and abdom- 
inal types. Critics disagree as to 
the abdominal type occurring as 
such primarily, Ashton saying that 
it has to grow for a time in the tube, 


whence it receives the power to be- 
come engrafted abdominally. How- 
ever, there are cases reported that 
were evidently of primal abdominal 
origin, occurring on the posterior 
fold of the broad ligment and also 
on the omentum. (Hirst Knipe). As 
the greatest number occur in the 
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tube this essay will stress this class. 


Abulcasis, an Arabian surgeon of 
the tenth century, is said to have 
first described this condition. In 
America, John Bard did the first ab. 
dominal operation, in 1759, and 
King of South Carolina, did the first 
vaginal operation for same in 1813. 
With the development of abdominal 
surgery we have learned that this 
condition is of relatively frequent oc- 
currence. Farrar gives 1.5% in an 
analysis of 309 cases of pregnancy, 
others give 1%. Spalding showed 
once in 181 cases. If we hold that 
all cases of hemato-salpinx or hema- 
tocle are the sequels of ectopic preg- 
nancy as Veit, Zeffle and Catarani 
maintain, then we can see the fre- 
quency of the condition. 


Etiology. Various theories are 
advanced as to the cause ranging 
from surroundings of the tube and 
conditions within the tube, to condi- 
tions inherent in the ova or sperma- 
tozoa. 


Among extra tubal causes may be 
mentioned deformities of the tube, 
peritoneal adhesions, myomata, 
chronic appendicitis, the fimbriated 
end of the right tube being in such 
close proximity to the appendix, 
thus becoming involved in patho- 
logical processes. 


Intratubal causes are stenosis, 
myomata, divertuculi, atresia, and 
any condition damaging the cells of 
the mucosa. Abnormal secretion of 
tube may produce to rapid growth 


of ovum. External migration or 
wandering of ovum in the abdominal 
cavity, permitting excessive growth 


before entering the tube. Too large 
ova or a twin ovum (twins are four 
times more common than in normal 
pregnancy.) A diseased ovary may 
produce abnormal ova. Mall showed 
that in the unruptured tubal speci- 
mens examined, abnormal ova oc- 
curred in 96% of the cases. In 47 
out of 87 the fetusus were deform- 
ed, 12 being monsters. 


In 1895 Webster presented the 
theory that the fertilized ova could 
only embed in Mullerian tissues, as 
this was the only kind that could 
undergo decidual reaction, a requi- 
site that must obtain before implan- 
tation takes place. 


Huffman states that there must 
exist a mutual relation between the 
ovum and the embedding site, or 
the “Anomalous Embedding Theory.” 
Specialized tissues normally found 
in the endometrium become mis- 
placed and offer location sites. 


Stein’s theory is that ovulation oc. 
curs late in relation to insemination, 
the sperm cell being well along in 
the ascent while the ovum is late in 
entering the tube, or hypermotility 
of the sperm. 


Broadly speaking, any condition 
rendering the course of the ovum 
difficult or delaying its progress, 
predisposes to tubal pregnancy. 


Varieties. The ampullar site is 
said to occur in about 75% of these 
cases, the ovum developing in the 
outer third of the tube; as the 
growth proceeds the fimbria might 
become attached to the ovary, caus- 
ing the tubo-ovarian type. In this lo- 
cation the tube is freely movable, and 
distendable, thereby permitting 
greater growth. The isthmian 
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variety is where it lodges more cen- 
trally in the tube. The interstitial, 
or intramural, the location being 
in that part of the tube within the 
uterine wall. 


Ovarian Type. Occurs in the 
Graffian follicle of the ovary. The 
abdominal type mostly secondary 
from being dislodged from the for- 
mer site. 


been 
sides 


Various combinations have 
reported, occurring on both 
simultaneously, (Proust) or com- 
bined tubal and uterine or twin 
pregnancy which is not an uncom- 
mon occurrance. Since the tube is 


in abnormal location for embedding, 
the surrounding tissues do not al- 
ways develop the protective decidua 
found in the uterus, and such as 
may be provided is extremely rudi- 


mentary. The ovum with only its 
amnion and chorion sinks below the 
mucosa, reaches the tissue at the 
base and extends into the muscular 
layer. As growth proceeds the walls 
first become hypertrophied, swollen, 
vascular and turgid, the villa pene- 
trate to the surface of the periton- 
eum and erode into the blood vessels 
causing more or less homorrhage 
which collects in the tissues sur- 
rounding it. In the ampulla it has 
a greater chance of growth, tissues 
being more distendable and elastic, 
and the loose mesentery permits 
freer movement which permits same 
to roll back under the broad liga- 
ment where it may become encap- 
sulated. The fimbriated extremity 
often is not closed and the ovum eas- 
ily separates from the walls, and 
this may terminate by being extrud- 
ed into the abdominal cavity as tu- 


bal abortion. In the isthmic type 
the walls are more dense and more 
fixed which does not permit of the 
growth and rupture is more likely 
to occur here; this is the worst type. 
In the interstitial variety, the uter- 
ine walls are more likely to give, 
having a tendency to prevent rup- 
ture, the ovum may be forced either 
into the uterus, or back into the 
tube. The ovum may perish and re- 
main in the tube and the process 
stop, which results in a tubal mole, 
or it may be absorbed, or it may be 
extruded into the cavity of the 
uterus. The uterus meanwhile un- 
dergoes changes analogous to preg- 
nancy, pseudo-decidua may be form- 
ed and thrown off fragmentally or 
retained and expelled whole later, or 
may be retained and thrown off at the 
time of labor, if the fetus remains 
alive. Sampson believes as long as 
the products of conception are in 
the tube, there will be a tendency 
for a bloody vaginal discharge. This 
process may terminate as tubal abor- 
tion, rupture of the tube, death of 
fetus, or development with full 
term. 


Tubular abortion is the most com- 
mon termination, is said by Huff- 
man to occur in 78% of the cases, 
the ovum is extruded from the fim- 
briated end, generally from the 
third to the twelfth week, accom- 
panied with hemorrhage. This may 
become encapsulated, producing a 
hematocele. In the interstitial type, 
the ovum may be aborted into the 
uterus, or may rupture the wall, 
contents being displaced as in other 
locations. Huffman says about 22% 
of these cases whose location is 
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more toward uterine end of the tube 
terminate by rupture, the tropho- 
blastic action of the villa having a 
tendency to weaken the wall leading 
to a rupture. This may occur (A) 
between the folds of the broad liga- 
ment, (B) into the abdominal cav- 
ity or (C) into the uterus, with a 
hemorrhage of greater or less de- 
gree depending on the rent in the 
vascular system. Rupture is said 
to occur in 83% of those tragic 
cases coming under observation. This 
hemorrhage may gravitate to the 
culdesac, becoming encapsulated or 
clotted, and may be palpated in the 
fornices of the vagina as hematocele. 
The hemorrhage may be repeated 
and gradually increase the size of 
this adnexal mass. The ruptured 
vessel may be frequently located 
where the output is limited by the 
surrounding tissues. ‘The embryo 
generally perishes even before dis- 
placed, due to hemorrhage within 
the membranes, or having become 
dislodged may become absorbed, 
leaving a small mass of scar tissues. 
Dead fetus may undergo other 
changes as lithopedion, adipocre or 
skeleton, or may not perish, and if 
the membranes rupture, may grow 
in the abdominal cavity, the sac 
formed by intestines and omentum, 
or the cord may still remain attach- 
ed in the place where it was located, 
and the sac formed by these sur- 
rounding tissues. 


The symptoms may be given (A) 
before rupture or abortion (B) at 
the time of rupture or abortion (C) 
during the latter half of pregnancy. 
Since most women believe pregnancy 
is most always associated with more 
or less distress in the early stages 


they seldom come under our observa- 
tion before disaster overtakes the 
ovum. The symptoms may be so 
slight as not to attract attention. 
Often there are the early signs of 
pregnancy, the absence of menstrua- 
tion or altered menstruation. The 
full breasts, morning sickness. There 
may be crampy sensations in the 
side of the pelvis, or sense of pres- 
sure against rectum while at stool, 
or frequency of urination. 


At the time of rupture or abortion . 
there are usually those signs of abor- 
tion complete or incomplete, or if 
accompanied by severe hemorrhage 
signs and symptoms of shock, such 
as weak, thready pulse, air hunger; 
the pains may be very severe, may 
be of a tearing lancinating charact- 
er, accompanied by fainting and col- 
lapse. Agonizing pain may be the 
first thing noted, followed by collap- 
se, in some instances. 


During the last part of gestation 
fetal heart sounds, assymetrical 
shape of the abdomen with increas- 
ing enlargement, the parts of fetus 
may be easy to palpate through the 
abdomen, there may be pain from 
pressure of the child on surround- 
ing parts. This may go on till term 
and then the woman goes through 
a spurious labor when the child peri- 
shes, unless surgery is available. 


Diagnosis: This may be very dif- 
ficult at times, especially in those 
early stages, as some cases have 
been known to occur when no symp- 
toms have been present, and the 
conditions discovered at operation. 
The possibility of ectopic pregnancy 
should ever be in mind when observ- 
ing a woman of the child bearing 
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age with symptoms of complete or 
incomplete abortion, with more or 
less tenderness on the sides of the 
uterus. It is seldom made before 
termination of the tubal condition. 
There may be a previous history of 
pelvic infection or sterility. Murphy 
emphasizes the irregular menstrual 
history as to quantity, pain and 
time. ‘The woman usually misses 
or goes over time, when she has 
crampy pains inside of pelvis and 
flow, which may contain decidual 
cells. On vaginal examination the 
cervix may be soft, the uterus en- 
larged, there may be a pulsating 
mass at the side of the uterus, or a 
tumefaction in the tubal region. Em- 
phasis is laid on a very gentle bi- 
manual examination, because of dan- 
ger of rupturing the sac. There 
may be a flatness or unpercussion 
over region. Polak says the condition 
ought to be diagnosed before the 
tragic state is reached, and stresses 
the careful history which may show 
a previous sterility and history of 
dysmenorrhea suggesting some an- 
omoly of parts. There may be a 
history of pelvic infection or rapid 
recurrent and frequent pregnancies. 
Deaver gives out of 162 cases 96 
diagnosed correctly. At the time of 
disaster to the ovum, history of pain 
and shock, vaginal examinations 
show tumor and tenderness at the 
side of the uterus. 

Differential Diagnosis: In appen- 
dicitis no enlargement of uterus and 
no signs of pregnancy. Proust wish- 
es to emphasize the sign of severe 
pain on deep palpation in the pouch 
of Douglas, even if no tumefaction 
can be felt, accompanied with slight 
hemorrhage. This sign has always 


been pronounced in all his cases of 
ruptured extra uterine pregnancy, 
and in many instances has given the 
first clue to the nature of the 
trouble. 


Abortion. The onset is quiet and 
gradually gets worse, the hemor- 
rhage has clots and parts of the 
ovum may be discharged, where- 
as in ectopic the onset is stormy with 
colicky pains on one side, the dis- 
charge is darker and there may be 
parts of decidua. Another differen- 
tiation is between intra-uterine an- 
gular pregnancy which possibly may 
be done by examination, wherein 
uterus is found empty and tumefac- 
tion at side of uterus. 


Prognosis. Depends on the se- 
verity of the case at the time seen, 
a very grave condition for the wo- 
man. 


The earlier the diagnosis and prop- 
er-treatment, the better the chance, In 
later or extreme cases the mortality 
is high. Schavatas’ statistics in re- 
port of 241 non-operated cases show 
166 died, a mortality of 68 8/10%. 
Of 385 operated or treated by elec- 
tricity or morphine 294 recovered, a 
mortality of 283%. Norris gives 3 
to 4% mortality of those ruptured 
cases, if seen early enough and oper- 
ated. 


Treatment: The concensus of 
medical opinion, I believe, says to 
operate as soon as the diagnosis is 
made, and as soon as proper condi- 
tions can be secured. Gilliam ad- 
vises operation on well grounded 
suspicion, as not a few cases are ob- 
secure, and if we wait for a conclu- 
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sive diagnosis we do so at the peril 
of the patient. In those cases that 
have ruptured, certainly the best 
time to operate would be when the 
patient is on the improve. Crossen 
advises against hasty operations, 
even in those serious cases, stating 
that there are 95 to 5 chances that 
the first hemorrhage will not. be fa- 
tal, but does advise removal to a 
hospital where they can be watched 
and ready for surgical intervention. 
Murphy advises in those extremes 
to do a quick operation clamping 
the tubes and removing most of the 
clots. 


Treatment in advanced abdominal 
pregnancy. Beck’s conclusions that 
(A) on account of the rare occur- 
rence all cases should be reported. 
(B) A relatively large number of 
children survive, so that operation 
does not justify disregard of the in- 
terest of the child. (C) The actual 
operative risk is less than at any 
other time. (D) The removal of 
the placenta gives best results. 


References—Farrar, Lillian K. P. 
“American J. Obst,” June 1919; 
Stein, H. E. “Medical Record” March 
20th, 1920; Beck, Alfred, C., 
“J. A. M. A.” Sept. 27th, 1919; Huff- 
man, Otto, V., “J. A.M.A.” Dec. 13th, 
1913; Spalding, A. B. “J. AMA” 
Oct. 2nd, 1917; Deaver J. “Murphy’s 
clinics” June 1916; DeLee J. S. “Ob- 
stetrics;” Caturani, “Am. J. Obst” 
June 1919. 


CASE REPORTS. 

Case 1. Mrs, C. L. T., age 82, 
married 4 years. Childhood and past 
history negative; two children, ages 
three years and seven months. P. 


H. — Menstruated Feb. 1st when 
baby seven months; ‘menstruated 
again in March at regular time; on 
April 2nd, began to “flow,” with 
spurts and gushes, accompanied with 
severe crampy pains in right side 
of pelvis; on April 9th had pains 
similar to expulsive labor pains but 
more severe, seen by me April 10th. 
Abdomen extremely tender to pal- 
pation, more so over the appendix 
region. Rather thick abdominal 
walls prevented favorable examina- 
tion. Vaginal examination showed 
exquisite tenderness in right fornix, 
with suspicion of mass. Diagnosis 
of probable tubal pregnancy was 
made and removal to hospital ad- 
vised (patient lived 15 miles in 
country and four miles from rail- 
road station). They decided, much 
against my advice to wait. On April 
13th, was called at 2 a. m.; symptoms 
same as before only more exaggera- 
ted. Operation was insisted upon 
and they consented. Taken on stret- 
cher in auto to railroad and thence 
to Phoenix, where operation was 
done by Dr. E. P, Palmer and my- 
self on the 13th. Free blood and 
clots in abdomen; medium sized 
hematocele on right side; left tubal 
pregnancy. Left salpingectomy and 
removal of sac on right side was 
done, with recovery. Patient became 
pregnant again in January, 1919, 
child being born in October (normal 
delivery). Right side is still a little 
tender at times of menstruation. 
Case 2. Mrs. S. Y. D., age 26. 
Previous history negative. Two 
children, youngest seven. Menstrual 
history negative; last period Sept. 
15th, 1918, normal. Missed Oct. 
15th, Nov. 6th, had crampy pains 
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in right lower quadrant, flowing 
dark colored blood, pains very severe, 
felt faint. Advised operation. Taken 
30 miles to hospital on stretcher in 
auto. Operated by Dr. Randell of 
Florence and myself. Right sided 
hemotocele found with free blood 
and clots in abdominal cavity. Right 
salpingectomy and appendectomy. 
Recovery. 

Case 3. Mrs. L. T., age 26. Fam- 
ily and early history negative. Men- 
struation regular; married four 
years, never becoming pregnant and 
making no effort to prevent concep- 
tion. Constipated for two years 
with mild pains occasionally over 
appendix. Last normal period Sept. 
Ist. Morning sickness noted Oct. 
1st. “Spotting” with cramps in right 
lower side; vomiting, spotting kept 
up and patient thought she had 
“bloody leucorrhea.” On Oct. 14th, 
while out auto riding, had cramps 
on left side, felt faint, turned blind; 


she laid down, became relieved and 
returned home feeling O. K. The 
next night, she had more cramps; 
the following night cramps again with 
sense of pressure in rectum at stool. 
Came under my observation on Nov. 
19th, when examination showed ten- 
derness over right tube, with bloody 
discharge from cervix. Diagnosed 
tubal pregnancy and operation done 
by Doctor Shytle and myself. Free 
blood found in peritoneal cavity, with 
clots and ruptured right tube. Sal- 
pingectomy and appendectomy. Dr. 
Shytle has given me the following 
subsequent history. Normal period 
on January list, normal on Feg Ist, 
on March Ist spotted a little; on 
April ist, spotted and felt so sick 
she could not leave bed. Operation 
was done showing ruptured left tu- 
bal pregnancy with great hemorrhage 
and fetus three inches long free in 
abdominal cavity. Left salpingec- 
tomy, with recovery. 





DIPHTHERIA 


In view of the established fact 
that diphtheria can be prevented 
with as much certainty as smallpox 
or typhoid fever, it is disturbing to 
find that in certain communities the 
incidence of diphtheria is not on the 
wane. 
immunization is simplicity itself. 
Three subcutaneous injections, at in- 
tervals of about five days, of a mix- 
ture of toxin and anti-toxin (Diph- 
theria Prophylactic, P. D. & Co.) is 
all that is needed to confer active 
immunity. 

Because of the time required to 
elicit the full immune response to 
Diphtheria Prophylactic, contacts 
should receive the usual protective 


The procedure requisite for - 


PROPHYLAXIS. 


dose of the more rapidly acting 


Diphtheria Antitoxin (Antidiph- 
theric Serum); Diphtheria prophy- 
lactic may be given a few days later 
for more lasting effect. But for all 
individuals who have not been ex- 
posed to the disease, and for general 
prophylaxis in school, hospitals, nur- 
series and other communities, the in- 
jection of Diphtheria Prophylactic 
is of itself sufficient. 

The caution cannot be too often 
repeated that, if an individual has 
been recently exposed or actually has 
the disease, Diphtheria Antitoxin 
(Antidiphtheric Serum), because of 
its rapid action, is the imperative 
indication. 
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PRESIDENT’S ANNUAL ADDRESS. 





By A. M. TUTHILL, M. D., Phoenix, Arizona. 





Before the Thirtieth Annual Session of the Arizona State Medical Association, at 
Tucson, Arizona, April 15-16, 1921. 





Having. spent three years in the 
army, in command of troops, and 
not in the medical corps, and among 
people, the majority of whom did 
not know that I was a member of 
the profession, ample opportunity 
was afforded to test the feeling of 
the public toward us. The attitude 
of the average layman is a feeling of 
some confidence toward some one 
physician. He may even believe 
that medicine and surgery have made 
astounding advances within the last 
20 years. Nevertheless this feel- 
ing toward the profession, as a 
class, is one of distrust and lack of 
confidence. 


Our experience with the last ses- 
sion of the Legislature of Arizona 
has impressed me with the fact that 
Physicians, as a class, have little or 
no influence on legislation or with 
the public in ‘general. 


There are about 100,000 members 
in the American Medical Associa- 
tion. It is estimated that there are but 
7,000 osteopaths, chiropractors, neu- 
ropaths, etc., in the United States. 
Notwithstanding this disproportion 
in numbers, the minority have little 
trouble in passing any bill which 
they favor in any of the State legis- 


latures. In considering this matter 
my conclusion is that the main fac- 
tor contributing to this state of af- 
fairs has been our own lack of 
knowledge, industry and honesty as 
practitioners. 


The rapid advance in surgery in 
the last 30 years has exalted this 
branch of medicine in the minds of 
the public and the profession above 
its deserts. The public has been 
educated to expect relief from sur- 
gical measures alone, in many condi- 
tions where internal medicine, so- 
called, should still be paramount. 
This has operated to enhance the 
financial returns from surgery to 
the detriment of those from medi- 
cine. The internist, tired of keep- 
ing up the battle for his proper 
fees, and the retention of his clien- 
tele, has degenerated, in all too many 
instances, into a tout for a surgeon, 
accepting a portion of the operative 
fee as his commission for referring 
the case. There can be no question 
but that this practice makes for un- 
necessary operations. Furthermore 


the surgery is sent to the man who 
gives the greatest commission with- 


out regard to his particular fitness 
for the class of surgery indicated. 
It is also dishonest. The internist 
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is the trusted adviser of the patient, 
who looks to him for absolutely 
disinterested counsel. He does nut 
get it. The internist is a traitor 
to one of the highest and finest re- 
lations of life, that of physician to 
patient. He is a crook. He has 
committed a crime and the surgeon 
who paid him a part of the opera*ive 
fee is an accessory to that crime 
before, during and after the fact. 


On a par with fee splitting is the 
practice of receiving a commission 
from the undertaker for business 
sent him. The same class of practi- 
tioner who accepts or gives a split 
in fees, is the arch offender along 
this line as well. Not satisfied with 
having robbed the patient in life, he 
skins the family after his death. 


We as a society are against all 
forms of quackery, yet within our 
own ranks there are more quacks 
than there are without. Who among 
us can say he is nota quack when he 


accepts a fee for treatment of the 
indefinite headaches, backaches and 
pelvic pains complained of, by a 
certain large class of our patients, 
without an exhaustive effort to de- 
termine the underlying pathology? 
Are there any in this audience so 
fortunate as to not have under their 
care, a patient who has had some ill- 
advised operation which not only 
did not cure the original trouble, but 


has augumented his or her disability 
by the addition of adhesions, hernia, 
etc? 


It is the patients whom we have 
failed to help, who keep the irregular 
practitiohers alive. I believe that 
fifty per cent of this class of pa- 
tients are monuments to a lack of an 
honest effort to cure, on the part 
of the medical profession. 


Is there a community in the State 
which has not in the ranks of the 
profession a known abortionist? Yet 
these men are members of our As- 
sociation which, from its very foun- 
dation, has prohibited such practice 
by its members. 


In the light of these facts which 
are fast becoming known to the 
public is it any wonder that, as a 
class, we have lost the confidence 
of the people? 


What are we to do to remedy 
the conditions above outlined? 


In the first place the improve- 
ment in medical education must con- 


tinue. It has improved markedly 
and the forces at work will carry 
on that improvement. 


Improvement in medical practice 
is the paramount issue with us at 
this time. Christian Fenger said, 
“the study of medicine is grand, but 
the practice of medicine is hell.” 


Each local society should, through 
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its council perhaps, lay out an act- 
ive program of instruction in diag- 
nosis, clinical methods and treat- 
ment. Those below the standard 
should be especially taught and en- 
couraged. Those who cannot or will 
not come up to the standard, should 
be dropped. Those guilty of im- 
proper practices should be firmly 
dealt with. If offenders in the line 


of fee splitting, they should be rea- 
soned with and warned. A continu- 


ance of the practice should be suf- 
ficient cause for expulsion. For the 
abortionist, there should be the as- 


surance that the society was alive to 
his activities and that on evidence 
of an offense in this line the society 
would prosecute the case in the 
courts and the offender be expelled 
from the Society. 


In the state of unrest now exist- 
ing in our country, it is vitally im- 
portant, if we would improve our 
standing with the public, that our 
view of the situation be honest and 
clear and that we immediately take 
steps to correct these evils. Im- 
provement must come from within 
the Society—It is up to us. 





BOOK REVIEW. 


Diseases of Children — Designed for 
the use of Students and Practitioners of 
Medicine, by Herman B. Sheffield, M. D., 
Formerly Instructor in the Diseases of 
Children, New York Postgraduate School 
and Hospital, and Medical Director Beth 
David Hospital, Consulting Physician to 
the Jewish Home for Convalescents and 
the East Side Clinic for Children. C. V. 
Mosby Co., St. Louis, 1921. Cloth, Price 
$9.00. 


This work reflects years of practical 
experience in the diseases of infancy 
and childhood. The medical student, 
especially, will find the chapter on ex- 
amination of the patient and semiology 
of disease of great benefit since the 
normal anatomy and physiology of the 
child is well contrasted with the abnormal. 
The chapter dealing with infant feeding 
takes up the subject from studies made 
from the physiological and pathological 
standpoint of the digestibility of pro- 
teins, fats and carbohydates, and places 
the subject on a sound practical basis. 


The practitioner will find the portion de- 
voted to specific communicable diseases 
to be well presented and treated exhaus- 
tively. Several tropical diseases, that 
frequently of late have seen seen along 
our coast line and southern border, are 
described in detail. Special emphasis is 
placed upon pertussis in the new born, 
epidemic influenza, poliomyelitis, tuber- 
culosis .and syphilis. 


The chapter on the ductless glands 
summarized practically all that is known 
today of the subject. One hundred pages 
of the book are well taken in considera- 
tion of the diseases of the nervous sys- 
tem as seen by the average pediatrician 
today. Considerable emphasis is placed 
upon the advisability of operation in suit- 
able cases of cerebral hemorrhage in the 
new born, spactic cerebral paralysis, and 
epilepsy. . 


This volume, as the author intended it, 
is a good text in the hands of the medi- 
cal student and should be of much value 
as a reference for the general practi- 
tioner. Vv. 8. R. 
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INSTITUTE A THOROUGHLY a INSTITUTION 


affording unexcelled facilities for the 
scientific administration of Radium Therapy 
and the study and treatment of Neoplastic 


Tue New AND Mopern Fireproor Buitp- 
ING contains private rooms for bed and 
ambulatory cases, completely equipped exam- 
ination and treatment rooms, Roentgen Ray, 
clinical and research laboratories. 
Tue Raprum Lasoratory, in addition to 
a large and adequate quantity of Radium, is 
equipped with a Duane emanation apparatus 
and all necessary appliances, affording the : 
most modern and complete facilities for 
Radium Therapy. 
Tuis InstrTUTION, substantially endowed, = 
is in its equipment and capacity equal to 
any other in this country, and is the largest 
For consultation and most complete in the United States, 
and detailed information, devoted exclusively to this work. 


ous We Desire To Conrer and cooperate = 
REX DUNCAN, M.D. with the medical profession regarding the 
, Medical Director use of Radium in appropriate cases. 


l Hutt ! Mil NH | 





